350

Table 1 Comparison of characteristics of patients lost to follow up (“cases”
with matched controls. Statistical analysis by Mann-Whitney test or x test
Cases (%) Controls (%) p Value
Median age (years) 34 37 0.0068
Median CD4 (cells x10¢/1) 415 470 0.49
Median log,, VL in patients off therapy 4.03 3.96 0.48
Ethnicity:
BlockIARican 17(18.1)  18(19.1) 0.62
White 58(617) 62 (66.0)
Other 12(12.8)  8(8.5)
Not known 7 (7.4) 6 (6.4)
Born in UK 34 (36.2) 40 (42.6) 0.072
Transmission by sex between men 63 (67.0) 64 (68.1) 0.70
CDC stage
A 58(617)  48(51.1)
B 22(23.4)  28(29.8)
€ 14(149)  18(19.1) 0.37
On HAART at last visit 26 (27.7) 57 (60.6) <0.001
Attended another centre before the centre of this study 31 (33.0) 20 (21.3) 0.104
General practitioner details documented 43 (45.7) 38 (40.4) 0.38
Written correspondence with GP 20 (21.3) 15 (16.0) 0.857

association was true regardless of disease
stage. Numbers were too small to analyse any
association between LFU and poor adherence
to HAART. There were no statistically signifi-
cant differences in sex, ethnicity, disease
stage, or surrogate markers. The number of
general practitioners with whom communica-
tion was maintained was equally low in both
groups.

The number of cases with a history of psy-
chiatric illness, substance abuse, deliberate
self harm, or use of counselling or psychiatric
services was not significantly different from
controls. Further data provided by CDSC
showed that at least 29 cases (31%) had
attended another clinic for follow up, without
correspondence being made between centres.
These included only eight of 26 (30%) cases
on HAART and eight of 22 (36%) cases with
CDC stage C or CD4 count under 200 cells
x10%1. (Soundex code and date of birth were
used for matching records without compro-
mising patient identity, and subsequent treat-
ment locations were not specified.)

This study highlights that patients who are
LFU include those at all stages of disease and
are not necessarily those with a lack of clinical
need. It is of interest that the association
between not being on HAART and being LFU
is independent of clinical stage. The patients
who discontinued care from our centre were a
diverse group in terms of illness, ethnicity,
and transmission category, typical of the clinic
population as a whole.

In a patient who is symptom free and not
on HAART, one might argue that a year with-
out specialist follow up is of no clinical
importance. Such patients might be better
managed in primary care or in a setting which
focuses less on the patient’s disease state than
on their wellbeing. An appropriately designed
study might further elucidate reasons that
lead patients to default from follow up. Inter-
ventions need to be in place to prevent loss of
follow up of patients who are at high risk of
disease progression or who are on HAART.

Acknowledgements
Nina Fudge helped to retrieve the data. Andrew
Copas provided statistical advice.

Contributors

LH developed the study, retrieved and analyzed the
data, and co-wrote the text; SE co-wrote the text;

www.stijournal.com

DM conceived the study and provided comments on
the text; KS provided further data from CDSC.

L J Haddow, S G Edwards
Department of Genitourinary medicine, Camden
Primary Care NHS Trust, London, UK

K Sinka
Communicable Disease Surveillance Centre, PHLS
Colindale, London, UK

D E Mercey

Department of Sexually Transmitted Diseases, Royal
Free and University College London Medical
School, London, UK

Correspondence to: Lewis Haddow, Department of
Genitourinary Medicine, 5th Floor, Mortimer
Market Centre, Capper Street, off Tottenham Court
Road, London WC1E 6AU, UK;
lewis.haddow@camdenpct.nhs.uk

References
1 Department of Health. National strategy for

sexuval health and HIV. London: DoH, 2001.

Fleming DT, Wasserheit JN. From

epidemiological synergy to public health

policy and practice: the contribution of other
sexually transmitted diseases to sexual
transmission of HIV infection. Sex Transm

Infect 1999;75:3-17.

Catz SL, McClure JB, Jones GN, et al.

Predictors of outpatient medical appointment

attendance among persons with HIV. AIDS

Care 1999:11:361-73.

4 Herrera B, Gato A, Gaspar G. [Follow-up of
the patient with HIV infection: a hospital task?]
Aten Primaria 1992;9:251-4.

5 Cooper A, Lloyd G, Weinman J, et al. Why
patients do not attend cardiac rehabilitation:
role of intentions and illness beliefs. Heart
1999,82:234-6.

Accepted for publication 9 March 2003

N

w

Interactive continuing medical
education (CME) and its
influence on the working
practices of genitourinary
clinicians

Didactic lectures are the traditional vehicle
used by the MSSVD for updating clinicians on
developments in the specialty, but there is
mounting evidence that this sort of edu-

cational format is unlikely to change clinical
practice, whereas a format which more

PostScript

actively involves participants can produce
measurable changes.' The MSSVD decided to
formally assess the impact of combining the
lecture format with an interactive approach at
one of its national update meetings. The sub-
ject under review at this meeting was human
papillomavirus (HPV) infection. Specialists
attending were asked to vote electronically on
a combination of knowledge base and treat-
ment strategy questions. They were then pre-
sented with information on the correct
answers to the questions, and on currently
preferred treatments. Feedback question-
naires invited comparison with the usual
didactic approach. Participants were also
asked whether their clinical practice would
change as a result of the meeting. Seventy
MSSVD members signed for CME, and 43
returned feedback questionnaires at the end
of the event. A small majority of 51%
preferred the new format to the usual didactic
format, while a minority of 21% preferred the
traditional approach. Despite only a small
majority preferring the interactive over the
customary didactic lecture format, a clear
majority of respondents, 70%, felt that the
interactive format was better able to maintain
their concentration and interest, and 60% felt
the new format was more likely to induce
reflection and stimulate change. To our
surprise, 74% of respondents planned to make
some change in clinical practice as a result of
attending the event. Three months later
attendees were balloted by post to ascertain
whether a change had in fact occurred. The
response rate was a disappointing 37%, but of
this group 30% reported having already
changed their practice, and a further 27% still
planned to do so as soon as circumstances
permitted. A large proportion of respondents
stated explicitly what changes had been
made. The major influence was on a cessation
in the use of podophyllin, and an increased
use of the topical wart treatments imiquimod
and podophyllotoxin.

The incorporation of hand held electronic
response units to facilitate audience participa-
tion in educational events requires consider-
ably more preparation on the part of the
organiser than would a conventional lecture.
The data from this small study suggest that in
terms of outcome the effort expended is
worthwhile. A variety of factors make the
interactive technology which was employed
here powerful: firstly, each participant com-
municates directly not only with the lecturer,
but also anonymously with all his peers;
secondly, the event has to be formatted in
such a way as to directly engage participants
by requiring them answer clinically related
questions; and thirdly, the organiser has to
focus to a higher degree than normal on how
everything that is said will be perceived.

We have been encouraged by the outcome
of this event, and we believe that clinicians
would benefit from increased utilisation of
this interactive educational method.

P A Fox, on behalf of the MSSVD HPV
Special Interest Group
Ealing Hospital, London, UK; paul.fox@eht.nhs.uk
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